The European Union has gradually developed a consistent and integrated policy framework to respond to common challenges in the field of health that combines legislation, cooperation and financing: the EU Health Strategy "Together for Health". The economic crisis compounded the existing challenges stemming from changes in demographics and patterns of disease, technological change, as well as major threats to health. It put an additional strain on the sustainability of health systems and raised the urgency to channel EU efforts towards economic recovery and growth as outlined in the Europe 2020 strategy. Acknowledging this new environment, on 20 February 2013 the European Commission adopted a policy framework more closely linking EU social and health policies to Europe 2020: the Social Investment Package (SIP) including a document dedicated to "Investing in Health". This paper extends the EU Health Strategy by reinforcing its key objectives, firmly anchors health in the Europe 2020 policy framework and reaffirms that health is a value in itself and health spending is a growth friendly expenditure. A healthy population and sustainable health systems are decisive for economic growth. Investing in sustainable health systems means that cost-effective spending, structural reforms and sound innovation can bring efficiency gains and secure better health outcomes. Investing in people's health also boosts economic growth by enabling individuals to remain active longer and in better health. Finally, investing in health requires reducing health inequalities to break the vicious spiral of poor health contributing to, and resulting from, poverty and exclusion.
INTRODUCTION European Union Action in the Field of Health
Starting in the 1980s, the European Union gradually developed a set of activities such as health promotion, education, information, and training, and began developing EU level health data as well as disease-specific programmes. The first programmes focused on cancer and HIV/AIDS: the Europe against Cancer programme 1 and the Europe against AIDS programme. 2 This led to the adoption of eight programmes between 1996 and 1999. In 1996: health programmes on AIDS, 3 cancer, 4 drug dependence 5 and health promotion. 6 In 1997, a programme on health monitoring 7 and in 1999, health programmes on injury prevention, 8 rare diseases 9 and pollution-related diseases. 10 In 2007, the Union adopted a comprehensive EU Health Strategy "Together for Health" that outlined four core principles to guide EU activities: shared health values (including empowerment of citizens, evidence-based policy and reduction in health inequalities); health as the greatest wealth; "health in all policies"; and a strong role of the EU in Global Health. Together for Health guides EU action and strategic objectives to respond to common challenges including 11 
:
Fostering good health in an ageing Europe: demographic changes including population ageing shift disease patterns towards chronic diseases creating a greater demand for healthcare and ultimately put pressure on the sustainability of health systems; Protecting citizens from health threats: pandemics, major physical and biological incidents and bioterrorism pose potential major threats to health; and Supporting dynamic health systems and new technologies: rapid development of new technologies brings the promise of revolutionising prevention, management and treatment of diseases, but can also generate substantial costs. EU action in the field of health is defined by specific provisions from Treaties that have evolved over time (and in the area of public health most significantly with the Treaty on European Union (TEU) 12 informally known as the Treaty of Maastricht) and general principles, such as the subsidiarity principle, which ensures that in the areas of competences shared between the EU and the Member States, the EU intervenes only if it is able to act more effectively than Member States. 13 Article 168 of the Treaty on the Functioning of the European Union (TFEU) clearly delineates the distribution of competences in the field of health.
14 EU action is primarily concerned with complementing national policies, encouraging cooperation between the Member States and fostering cooperation internationally. The EU can adopt legislative measures in a number of fields and incentive measures designed to protect and improve human health. The article also clearly commits the Union to respect the responsibilities of the Member States for the definition of their health policy and for the organisation and delivery of health services and medical care.
Legislation
Basing on these provisions, the EU developed a legislative framework in a number of areas of public health, covering: blood, organs, and substances of human origin, 15 tobacco products and advertising, 16 patients' rights in cross-border healthcare, 17 medicinal products, medical devices, 18 clinical trials, 19, 20 quality standards known as "good manufacturing practice", the EU pharmacovigilance system 21 and the EU preparedness capacity to coordinate the response to health threats. 22 It can also adopt measures in the veterinary and phytosanitary fields to protect public health.
Cooperation
In complement to legislative activities, the EU stepped up cooperation between the Commission, Member States and stakeholders, notably in relation to health promotion and disease prevention through initiatives such as: Cancer Screening guidelines [23] [24] [25] ; the European Partnership for Action Against Cancer 26 ; the High Level Group on Nutrition and Physical Activity 27 ; the EU platform for action on diet, physical activity and health 28 ; the European pact for mental health and well-being 29 ; the EU Alcohol and Health Forum 30 and the Committee on National Alcohol Policy and Action. 31 It is also developing tools to support this cooperation, such as the action plan against the rising threats from antimicrobial resistance, 32 and joint actions and projects, for instance on rare diseases 33 and networks (e.g., the European network for Health Technology Assessment, 34 the eHealth network, 35 etc.).
Financing
Finally, a number of financial instruments support these activities. The main instrument is the dedicated EU Health Programme. 36 The EU's Cohesion Policy and Structural Funds 37 are also powerful instruments that foster health directly (in particular through health infrastructure to which Member States allocated over EUR 5 billion between 2007 and 2013) or indirectly through urban regeneration, transport, environment, employment, social inclusion and housing. 38 The Seventh Framework Programme 39 and the EU programme for research and innovation for 2014 to 2020 (Horizon 2020) 40 also provide financial opportunities to address the societal challenge of an ageing population and harness innovation in public health and the management of health systems.
Health in Europe 2020
The fiscal and economic crisis raised the urgency to channel EU efforts towards economic recovery and growth as outlined in Europe 2020, 41 the EU's blueprint for stimulating growth while promoting sustainability and social cohesion.
In order to reach Europe 2020 targets through coordinated and focused action, the Commission set up a cycle of economic policy coordination: the European Semester. 42 In broad terms, the European Semester begins each November when the Commission sets out EU priorities for the coming year in the Annual Growth Survey (AGS). 43 Following this, the European Council issues EU guidance for national policies and Member States submit National Reform Programmes (NRP) that report on progress made towards smart, sustainable and inclusive growth. Based on these, the European Commission provides Country Specific Recommendations (CSR) 44 -to be adopted by the European Council-for the following 12-18 months.
Given the importance of health expenditure in governments' budgets and the interdependence of European economies, this mechanism became increasingly concerned with the sustainability of health systems and reform in the health sector. The 2013 AGS 43 recognised the contribution of the healthcare sector to a job-rich recovery as well as its role in promoting social inclusion and tackling poverty. It recommended reforming health systems to ensure their cost-effectiveness and sustainability and assessing their performance against the twin aims of providing access to high-quality healthcare and using public resources more efficiently. In 2013, the Commission proposed 11 CSR on health. 44 Acknowledging these developments, on 20 February 2013 the Commission adopted a new policy framework more closely linking EU social and health policies to Europe 2020: the "Social Investment Package for Growth and Cohesion" including a paper on "Investing in Health". 45 
INVESTING IN HEALTH
Given the interplay between health and macroeconomic outcomes 46 the Staff Working Document on "Investing in Health" explains how EU action in the field of health helps reach Europe2020 objectives; a population in good health is a prerequisite for smart, sustainable and inclusive growth. People's health status influences how much they can participate in social and working life and how productive they are at the workplace. On a larger scale this also impacts national healthcare systems. Therefore the paper argues for a combination of investments in sustainable health systems, in people's health and in reducing health inequalities. These three areas are essential to achieve positive health outcomes, which in turn influence economic outcomes in terms of productivity, labour supply, human capital and public spending. They have the potential to reinforce employability, helping individuals to secure adequate livelihoods, and for the vulnerable segments of the population break the vicious spiral of poor health contributing to, and resulting from, poverty and exclusion.
Investing in Sustainable Health Systems: Reform and Innovation
Health systems in Europe are at the core of its high level of social protection and they are a cornerstone of the European social market economy. The healthcare sector is indeed a major contributor to the economy, accounting for eight percent of the total European workforce and for ten percent of the EU's gross domestic product. However, in the last decades, the sustainability of health systems and their ability to cope with the structural changes in demo graphy and the shift in disease patterns affecting populations in Europe, has increasingly come into question. Recently, the financial and economic crisis put an additional strain on public finances and made several structural challenges more visible. It reinforced the necessity to reform and modernise those systems. The EU can help Member States do so, in particular by fostering their cooperation to improve cost-efficiency through sound innovation and contributing to a better assessment of the performance of health systems.
Sustainability of Health Systems
The public sector plays a major role in the financing of healthcare: in the vast majority of Member States, more than 70 percent of health expenditure is funded by the public sector. In 2011, public spending on healthcare accounted for almost 15 percent of all government expenditure in the EU. The same year, after decades of increases outpacing GDP growth, public health expenditure slowed down markedly. Health spending grew by nearly five percent per year in real terms in OECD countries from 2000 to 2009, but this was followed by a sluggish growth of around 0.5 percent in 2010 and 2011, as several countries started implementing budgetary cuts. In fact, health spending per capita started declining sharply in 2009 for countries that were hardest hit by the economic crisis. 47 This slowdown hides a wide variation between EU countries, with steady increases in countries such as Sweden and drastic contractions as seen in Greece. In spite of this slowdown, and owing to structural factors, public expenditure on healthcare and long-term care is expected to increase a further 29 percent by 2060. 48 Ensuring efficiency and making the provision of health services more cost-effective and efficient is crucial if countries are to ensure universal access to and equity in health services and their adequate and sustainable financing. 49 Financial sustainability may require budgetary cuts, including cuts in healthcare budgets and some Member States have already reduced their healthcare budgets. 50 A careful assessment of these measures and their effects on health outcomes should shed light on what policies are effective in the short and long terms and help avoid new inefficiencies, which ultimately jeopardise the sustainability of the health system. As regards the effects of such policies on health outcomes, it is not yet possible to make an analysis at the European level due to the time lag before policies take effect and delays in data availability.
Earlier evidence shows that the relationship between healthcare expenditure and health outcomes is not linear. It is not only how much money is spent, but also how it is spent, that determines a country's health status, even after taking into account the differences in lifestyle and socioeconomic realities among countries. 51 Present budget constraints should therefore be used as an opportunity to improve the value and effectiveness of healthcare spending (including through better implementation of policies as fraud and avoidable errors alone are estimated to represent an annual loss of 5.6 percent for healthcare budgets). 52 The OECD has determined that reforms and improvements in the relative allocation of funding can result in savings on average of up to two percent of GDP by 2017 for OECD countries. 53 At the EU level, the Council has recognised the need to tackle these economic and budgetary difficulties by reforming health systems, while balancing the need to provide universal healthcare and take account of their implications in all relevant fields of EU economic policy coordination. 54, 55 The 11 Country Specific Recommendations 56 on health in 2013 emphasised cost-effectiveness, strengthening outpatient care and making systems less hospital-centric, reinforcing disease prevention activities, and guaranteeing access to healthcare for specific population groups.
Helping Member States Design Reforms and Improving the Efficiency of Health Systems
The Commission and the Economic Policy Committee have already identified a number of areas where structural reforms and efficiency gains could improve the sustainability of health systems: 54, 57 encouraging more cost-effective provision and use of health services (for instance through activity-and/or quality-based payment for diagnosis-related groups of cases or for hospital financing, etc.); ensuring a balanced mix of staff skills and anticipating staff needs due to ageing (Most countries have already recognised this challenge. However, the ratio of nurses to physicians still varies widely, from four or more nurses per physician in Denmark, Finland, Ireland, the Netherlands and Luxembourg to less than one in Italy or Greece. 58 ); reducing the unnecessary use of specialist and hospital care while improving primary healthcare services (It is generally accepted, especially in recent years, that strengthening primary healthcare can help improve the equity, efficiency, effectiveness, and responsiveness of health systems. Most studies analysing the transfer of some services from secondary to primary care showed that primary care was more cost-effective.); better health promotion and disease prevention in and outside the health sector (for instance through measures designed and implemented jointly with other sectors that have a major impact on health, such as education, housing, environment, and employment 59 ); improving data collection and using available information to underpin the improvement of the performance of health systems; in particular the collection of health data using the European Community Health Indicators (ECHI) and developing tools to better assess the efficiency of health systems; using health technology assessment more systematically for decisionmaking processes; and ensuring the cost-effective use of medicines (for instance through the use of less expensive equivalent (generic) medicinal products, 60 the assessment of medicinal products' effectiveness and cost-effectiveness as well as information for patients, healthcare staff and insurers); These recommendations are consistent with the World Health Organization's "ten leading sources of inefficiency of health systems" 61 and the OECD's recommendations for health system reform (such as, providing comparative performance indication, reforming provider payment mechanisms, improving the patient's choice and provider competition, giving guidelines on good practice and target, audit and inspection systems). 62, 63 Together with Member States the Commission works towards identifying effective ways of investing in health in a reflection process that should draw conclusions by the end of 2013. 64 To support these processes, the Commission set up a multisectoral, independent expert panel to advise on effective ways of investing in health 65 and commissioned a number of studies on forecasting EU pharmaceutical expenditure, 66 external reference pricing of medicinal products, reimbursement systems of medicinal products, the economics of primary healthcare financing and the evaluation of public-private partnerships in healthcare delivery with results expected to become available in the course of 2014.
67

Improving Cost-Efficiency through Sound Innovation
New technologies are widely acknowledged as an important tool for boosting innovation and changing ways of delivering and organising the provision of health services and goods, helping to achieve greater costefficiency. However, they are also considered one of the primary drivers of healthcare spending. The introduction of innovative technological solutions should therefore be thoroughly assessed in terms of their potential to improve efficiency and productivity. 48 Health Technology Assessment (HTA) is the main tool developed to assess and support the cost-effective use of new technologies and innovation in healthcare. Health technology refers to a medicinal product, a medical device or medical and surgical procedures as well as measures for disease prevention, diagnosis or treatment used in healthcare. HTA is an essential tool for informing decision-makers and assessing the value of specific actions or technologies, thus reducing the risk of implementing measures that negatively affect patient outcomes. The Commission has been helping Member States exploit the full potential of HTA by fostering cooperation that will pool expertise and prevent the duplication of HTA work through the European network. This is mainly realised through the implementation of the Directive on patients' rights in cross-border healthcare 17 -in particular Article 15-and the European network for health technology assessment. 34 E-health covers the range of electronic and communication tools that can be used to assist and enhance prevention, diagnosis, treatment, monitoring and management concerning health and lifestyle. It is often perceived as increasing productivity and therefore supporting health systems reform. Examples of successful e-health developments include health information management, electronic health records, telemedicine services, wearable and portable monitoring systems and health portals. The Commission also contributes to e-health through a range of actions and instruments, such as the Action Plan on e-Health, 68 the newly created EU e-Health Network, 35 research programmes and the development of a number of best practices.
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Developing Tools to better Assess the Efficiency of Health Systems
Analysing the return on health investments requires a solid assessment of the efficiency and effectiveness of spending, which in turn needs to be based on a refined analytical framework, structured along three axes: 1. the definition of sound, reliable indicator(s) of health outcomes, building on the existing European Core Health Indicators (ECHI). 70 For example, the evidence of efficiency gains and improvements in health obtained through better use of healthcare budgets should be verified using different definitions of health outcomes 71 ; 2. a better understanding of the effects of health systems on health outcomes, as distinct from the impacts on health of other factors such as health determinants and lifestyles; and 3. a better understanding of the mechanisms and timing of the effect of health policies on health outcomes, notably to avoid "false savings" in the short term that may lead to increased costs or other unintended consequences in the long term. 50 The Commission will continue supporting the work of Member States by improving the knowledge and evidence on health expenditure and health outcomes in the achievement of structural reforms, notably by:
working towards a sustainable health monitoring system in Europe, using ECHI indicators and information on the breakdown of expenditure per disease in the EU 70 ; developing a sound methodology for Health System Performance Assessment; and assessing the cost-effectiveness of health systems through Life Table  Analysis .
Health as an Investment in Human Capital
Generally, cost-effective and efficient health spending is a productive or growth-friendly type of expenditure (however this paper will not address the multiplier effect of health expenditure, which is discussed elsewhere). 72, 73 It helps increase the economy's production assets (labour, capital and knowledge) and enables people to remain active and in better health for longer. 49 Investing in health helps limiting future costs related to the treatment of preventable diseases and finally, investing in health also means investing in an efficient health workforce.
74,75
Contributing to Employability and Enabling People to Remain Active for Longer
Life expectancy is rising steadily in Europe, but people are also expected to live on average almost 20 years with an activity limitation. The levels of healthy life expectancy in the EU are at 62.2 HLY for women and 61 HLY for men. 58 This has significant human and economic implications, notably on health systems and social care structures in terms of demand for care. 76 The health status of individuals strongly influences their labour market participation. Evidence suggests that ill-health leads to absenteeism (estimated at three to six percent of working time-a yearly cost of about 2.5 percent of GDP 77 ), job loss (10 percent of the people who were previously employed left their job mainly for health reasons) and premature labour market exit 78 or mortality. Amongst people currently employed, 23.5 percent suffer from a chronic condition with restricted daily activities (the average percentage of productivity loss at work among workers with cardiovascular diseases is estimated at seven percent, compared with 15 percent on average for workers with depression and 34 percent among workers with upper extremity disorders). 79 Acknowledging that depression, musculoskeletal diseases and unhealthy lifestyle factors (e.g., obesity and physical inactivity), are associated with reduced on-the-job productivity highlights the essential role of quality health care to support a productive workforce. 74, 80 It is possible to boost economic growth by improving the health status of the population enabling people to remain active and in better health for longer. Some studies estimate that for every year of increase in a population's life expectancy GDP could go up as much as four percent 81 and the WHO 2010 Global Report on Non-Communicable Diseases recognises that each ten percent rise in non-communicable diseases is associated with 0.5 percent lower rates of annual economic growth. 82 There is scope for creating a cycle in which improvements in health and prosperity are mutually reinforcing. 83 However, the potential benefits from health investments through increased population employability should be better understood and the Commission will support research in that area and facilitate the identification and exchange of good practice. There are already tools to assess the effect of alternative policy outcomes on long-term social expenditure such as the social expenditure projection model (SOME) where explicit consideration is given to the impact of population health and beneficial employment effects. 84 Patient empowerment is often considered an important and promising aspect of chronic disease management that enables people to remain active and in better health longer. Some evidence suggests that self-management 69 can be effective, improve patients' health status, reduce their drug treatment costs and the time they spend in hospital. 85 However, it should not be a substitute for professional acute care. At present more research is needed to assess the efficiency and efficacy of exiting models. The Commission will contribute to the practical understanding of patient empowerment and support exchanges of experience in this field by launching a mapping of current policies and evidence.
The European Innovation Partnership (EIP) on Active and Healthy Ageing will help citizens to lead healthier, more active and independent lives while ageing. It aims to increase the number of HLY of Europeans by two years by 2020. 86 It applies an innovative approach to policy-making in the EU by bringing together key stakeholders (end users, public authorities, and industry) and providing a forum for cooperation, the identification of potential innovation barriers and the mobilisation of funding instruments. It aims to improve the framework conditions for the uptake of innovation, leveraging financing and investments in innovation and improving coordination and coherence between funding for research and innovation at European, national and regional levels in the EU.
Promoting Good Health
A large amount of health spending, including in particular disease prevention and health promotion, is rightly regarded as an investment. 87 The human and economic burdens of chronic diseases can be contained by devoting resources directly or indirectly to prevention, screening, treatment and care, which reduce high long-term treatment costs and improve health outcomes by avoiding tens of thousands of premature deaths and chronic diseases. 88 A recent study 89 showed that evidence-based workplace interventions to promote mental health could help save up to EUR 135 billion a year by reducing absenteeism and early retirement. 90, 91 However, only about three percent of current health expenditure is allocated to public health and prevention programmes. Given the potential to contain the burden and cost of disease in the long term, the importance given to disease prevention and health promotion, particularly through the health-in-all-policies approach, 57 should be reassessed. There is a wide array of health promotion and disease prevention measures authorities could make use of in many different settings, ranging from public information campaigns in the media, excise taxes on certain products such as tobacco or alcohol, bans and stricter regulation on labelling, advertising and selling, to health education on school curricula and financial incentives for consumers, patients and providers. The WHO also identified a number of "best buys" in chronic disease prevention: incentive fiscal measures, food product reformulation, detection and treatment of those at high risk of a heart attack, including early detection and treatment of high blood pressure. 82 While at the EU level, a reflection process aimed to identify innovative approaches to address chronic diseases is expected to yield conclusions by the end of 2013. 92 It will be supported by a joint action on chronic diseases that will address preventing and delaying the onset of chronic diseases throughout the life cycle and aspects of the secondary prevention, screening, early diagnosis, and treatment of diabetes type 2, and develop innovative, cost-efficient and patient-centred approaches for the management of patients with multiple chronic conditions. 93 
Employment in the Health Sector
Investing in health also means investing in the health workforce. The health and social work sector has in recent years been the single largest contributor to employment, accounting today for about ten percent of employment. The sector also generates high-skilled jobs and the 2013 AGS highlighted its potential. Almost 40 percent of workers in the health and social work sector have tertiary qualifications. This is much higher than the Commission services estimate of 26 percent average across all sectors. While the EU lost more than 2.5 million jobs between 2008 and 2011, the health and social work sector generated over 2.8 million new jobs during the same period. Population ageing is likely to increase that trend. Assuming a constant share of labour in this area, this would mean a regular increase of up to eight million job vacancies by 2020 (according to CEDEFOP skills forecast, employment is expected to increase by one million between 2010 and 2020 while increasing healthcare needs and the ageing of healthcare professionals should result in seven million vacancies due to replacement needs). 94 Nevertheless, as part of the process of modernising public administration, the possible increase in employment in the health and social work sector must be carefully balanced against the potential increase in public expenditure. Future needs related to an ageing population must also be met by exploiting efficiency gains and better productivity.
The Action Plan for the EU health workforce, which is part of the 2012 Employment Package 95 supports cooperation to help improve workforce planning and forecasting and the recruitment and retention of health professionals. An EU joint action, 67, 96 to be financed by the EU Health Programme, on forecasting health workforce needs for effective planning in the EU will create a partnership of Member States and professional organisations to share good practice and develop methodologies.
Reducing Inequalities in Health
Health outcomes vary considerably within and between Member States. In 2010, the gap in life expectancy at birth between the highest and lowest values for EU-27 Member States was 11.6 years for males and 7.9 years for females. People with a lower income and less education live in worse health and die younger. For example, differences in life expectancy at age 30 between those with higher education and those with basic secondary education or less exceed ten years in many Member States. 97 Across the EU the level of disability, in terms of reported restrictions on daily living activities, is more than twice as high in the lowest income quintile as in the highest income quintile. 98 Even larger health inequalities exist for some disadvantaged groups such as some ethnic minorities (e.g., Roma) and some migrant groups. These health inequalities represent not only a waste of human potential, but also a huge potential economic lossconservatively estimated at between 1.5 percent and 9.5 percent of GDP according to a report written for the Commission. 99 Reasons for these differences include barriers in access to healthcare, which are often worse for disadvantaged persons 100 and in less wealthy Member States, as well as poorer diets, housing, living and working conditions, and higher levels of health-damaging behaviours. For example, research projects show that citizens are often confronted with informal patient payments for healthcare services. 101 Vulnerable groups or households with a chronically ill member are less protected against informal payments and are most likely to forego treatment or to experience catastrophic, impoverishing effects due to formal and informal out-of-pocket payments. The impact of the current economic crisis on these factors threatens to further increase health inequalities between social groups and between Member States.
As stated in the 2013 AGS, "additional efforts are needed to ensure the effectiveness of social protection systems in countering the effects of the crisis, to promote social inclusion and to prevent poverty", including by providing broad access to affordable, high-quality health services. 47 A multisectoral approach is required, with a focus on achieving greater gains in less advantaged groups in order to close gaps. 102 Key measures are to prioritise less advantaged persons in policies to improve the quality of and access to health systems, to address the underlying risk factors in health behaviours and to ensure adequate incomes and living and working conditions. 103 Such measures are underpinned by the fundamental values and commitments the EU and its Member States have agreed on with regard to human rights, equal opportunities, social and economic cohesion and solidarity.
Healthcare coverage can help reduce poverty. Data on the effects of social transfers suggests that healthcare plays a significant role in reducing the at-risk-of-poverty rate. Access to affordable healthcare is therefore necessary for adequate livelihoods. Fiscal consolidation measures applied to health systems should therefore not compromise the access of poor, disadvantaged populations to high-quality healthcare.
According to a study of policy responses to the economic crisis, 50 several countries have increased user charges for essential services, while in some cases also allowing more income-based exemptions. This is however unlikely to lead to substantial savings in budgets as health spending is concentrated on a section of the population that does not necessarily overlap with the poorest section (lowest income quintile), and protects against catastrophic health expenditure (the inability of individuals to pay for healthcare services-in itself not necessarily synonymous with high healthcare costs). This suggests that income-based exemptions should be coupled with co-payment ceilings. Given that vulnerable populations are already disproportionately affected by the economic crisis and that ill health has negative outcomes on employability, possible effects on those populations should be carefully assessed. Measures to increase co-payments risk aggravating the economic hardship borne by vulnerable populations by reducing access to healthcare and it is worth noting that HOPE, the European Hospital and Healthcare Federation reports a marked increase in emergency services activities and longer waiting time and waiting lists since the start of the current economic crisis. 104 Increasing knowledge of the effects of healthcare coverage on poverty, as measured at the household level, should take the following into account: evidence suggesting that a large amount of total spending on healthcare during a person's life is concentrated in the final year(s) of life. 105 Health expenditure comparisons between individuals would therefore ideally be based on lifetime analyses and not be limited to a given year; and the inherent complexity of interactions among several causal factors and variables, such as the likelihood of similarity in the socio-economic backgrounds of spouses and feedback loops in causal pathways between health and poverty. The Commission will continue to support measures to address health inequalities within and between Member States by implementing the 2009 Communication "Solidarity in Health: Reducing Health Inequalities in the EU". 106, 107 It plans to increase knowledge and evidence to facilitate the exchange of best practices and share understanding of the effects of health invest ments on social exclusion and poverty reduction including tackling the method ological difficulty of valuing benefits in kind. The Communication is implemented in particular through a Joint Action 108 supported by the Health Programme.
CONCLUSION
Investing in health helps the EU rise to the challenges identified in its Health Strategy that have been compounded by the economic crisis: an ageing population, an increase in chronic diseases, a greater demand for healthcare and the high cost of technological progress. Getting more value for money through reforms and investments is crucial. Investing in health can lead to smarter spending-not more spending-that brings savings and secures better health outcomes. It may take different forms, such as change in the management of care to improve efficiency while improving health outcomes, investment in healthcare staff, training or equipment and initiatives to promote good health and prevent diseases. The avoidable morbidity and mortality underlying health inequalities represent a waste of human capital that must be reduced.
Universal access to safe, high-quality, efficient healthcare services, better cooperation between social and healthcare sectors and effective public health policies to prevent chronic disease can make an important contribution to economic productivity and social inclusion. Reforms complemented by the above mentioned targeted investments should foster cost-effective innovation to achieve good health outcomes and aim to avoid increasing disease and financial burdens in the long term. Financial consolidation and structural reform of health systems must go hand in hand to continue delivering on public policy goals and ensure that efficiency gains will guarantee universal access and increase the quality of healthcare. They should be addressed as part of the wider agenda of structural reforms within the context of Europe 2020 and the European Semester. 
